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November 14, 2024

TO: All Employees
FROM: Tracy Henderlight

RE: Insurance Benefit Information / Plan Year 12/01/2024 — 11/30/2025

This document and all attachments are being provided to inform employees of insurance benefits for
the plan year 12/1/2024 through 11/30/2025.

Employer-sponsored group insurance and supplement insurance are available to all FULL-TIME
employees who work at least 30 hours per week for 121 days or more per year. Employees who meet
these criteria are eligible to enroll after 30 days of employment and can enroll up to their 60" day of
employment. Coverage begins on the 15t day of the month following receipt of employee’s enroliment
form. If enrollment is waived at initial eligibility, employees must wait until the next open enroliment
period to enroll. Open enrollment for group insurance is is Nov 1 to Dec 15 each year. Open enroliment
for supplemental plans is Sept 1 — Sept 30 each year.

Employer-Sponsored Group Health Insurance

The group medical plan will remain with United Healthcare (UHC) but will have some coverage
changes. The Benefit Summary and other required notices are attached. All UHC subscribers will
receive new insurance cards sometime after Dec 1.

Employee’s portion of the premiums for EMPLOYEE-ONLY group health insurance will be calculated as

follows:

- Existing employees already enrolled will pay 9.02% of their gross income as listed on their most
recent W-2 up to a maximum of $99.16 per week.

- Newly eligible employees will contribute $32.47 per week for their individual health insurance
premiums for the first full calendar quarter after enrollment. Premiums will then be recalculated at
9.02% of the employee’s gross income for the quarter with a minimum employee contribution of
$32.47 per week and a maximum employee contribution of $99.16 per week toward the payment of
their individual health premiums for the remainder of the plan year.

Etsell, Inc. will contribute the balance of the group health premiums for employee only coverage.
Ancillary and Supplementary Insurance

There are no changes to the Delta Dental and Vision plan coverage. Subscribers will not be receiving
new dental/vision cards.

Employee’s portion of the premium for group dental coverage will continue to be % the premium which
is $3.37 per week. Vision coverage is 100% paid by the employee.

Etsell, Inc. will provide $15,000 life and accidental death/dismemberment insurance coverage at no cost
for employees who subscribe to the UHC group health plan.
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Supplemental insurance, also known as voluntary coverage, such as cancer, critical iliness, short-term
disability and term life are available from Life Insurance Co of Alabama. Premiums for voluntary plans
are 100% paid by the employee. Please let your manager know if you want more information about
LICOA plan offerings.

Dependent Coverage
All dependent coverage for all plans is 100% paid by the employee. Please note that dependent
coverage is not available for group life and accident insurance.

Methods of Payment

All employee paid insurance premiums will be paid by weekly payroll deductions from employee’s
paycheck. Etsell participates in a Cafeteria Plan 125 which allows for employees to have group
insurance deductions taken pre-tax if the employee so wishes. New deduction forms are included
where applicable. Please return completed forms back to your manager immediately.

Health Savings Account

Etsell, Inc. also offers a Health Savings Account (HSA) option through Optum Bank which allows
employees who subscribe to the UHC medical plan to make pre-tax contributions to their own personal
HSA via payroll deduction. The employee can use their HSA to pay deductibles, copays and for certain
medical supplies as allowed by law. The employee can make HSA contributions of any amount up to
the limits for 2025 which are $4300 for individuals under the age of 55, $5300 for individuals over 55,
$8550 for families if covered employee is under the age of 55 or $9550 for families if covered employee
is 55 or older. Please notify me to start an HSA or make changes to your current contribution.

Medicare / ACA Information / Other Disclosures

For Medicare-eligible subscribers, the prescription drug coverage available under the company’s group
medical plan has been reviewed and found to be a non-creditable plan. Prescription coverage is non-
creditable if the total expected paid claims for Medicare-eligible subscribers will be less under the group
plan than total expected paid claims for the same subscriber under the defined standard prescription
drug coverage under Medicare Part D. Each Medicare-eligible subscriber should review their own
individual circumstances to determine their need to enroll in Medicare Part D. Additional information
regarding Medicare can be found at www.medicare.gov .

Depending on the percentage of income it costs an employee to pay their portion of the company group
health plan premium, employees have the option to seek insurance coverage through the Marketplace
which is managed by each state or by the federal government depending on the state the employee
resides in. Visit www.Healthcare.gov for more information on eligibility, enrollment, available coverage
and premiums through the Marketplace. If an employee purchases a qualified health plan through the
Marketplace, the employee loses the employer contribution.

All individuals are required to have minimum essential coverage, and individuals without the required
coverage may pay a penalty assessed via tax return.

Etsell, Inc. reserves the right to pay an additional portion of premiums for any coverage up to 100%
depending on length of employment, additional benefits, and management position.

All plan documents, benefit summaries and required notices for the 2025 plan year will be available
after Dec 1 at www.shrineservices.com > Employer/Contractor > Insurance Benefits Guide. Please call
me at Operations Center with any questions.

Thank you,
Tracy Henderlight
Etsell, Inc.


http://www.medicare.gov/
http://www.healthcare.gov/
http://www.shrineservices.com/

River Valley | Tennessee | HeritagePlus | DIPY | 4338

Heritage Plus plan details,
all in one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

heck out what’s included in the plan Heritage Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and /
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You'll need referrals from your PCP before seeing a specialist or getting certain health
care services.

A

There is no additional cost to you for seeing a network provider for preventive care.

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

A

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits. /
These PCPs and medical specialists meet national standard benchmarks for quality care

and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you've got a personal bank account that lets you put money aside, tax-free. /
Use it to save and pay for qualified medical expenses.

@ Preventive care covered at 100%
-

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or Amendments, those documents govern. Review your COC for an exact
description of the services and supplies that are and are not covered, those which are excluded or limited, and other terms and conditions of
coverage.
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Here's a more in-depth look at how Heritage Plus works.
Medical Benefits

In Network Out-of-Network
Annual Medical Deductible
Individual $4,500 $10,000
Family $9,000 $20,000
Ped Dental Annual Deductible - Family Included in your medical deductible Included in your medical deductible
Ped Dental Annual Deductible - Individual Included in your medical deductible Included in your medical deductible

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $6,500 $15,000
Family $13,000 $30,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you've met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for Netwarlk Network]
Covered Health Care Services

Preventive Care Services

Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, Breast Pumps, Mammography and Colorectal
Cancer Screenings.

Office Services - Sickness & Injury

Allergy Testing and Injections

Allergy injections primary care physician office visit 20%* 50%*
Allergy injections specialist office visit 20%* 50%*
Allergy testing primary care physician office visit 20%* 50%*
Allergy testing specialist office visit 20%* 50%*

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.

' UnitedHealthcare’ 2



Copays ($) and Coinsurance (%) for
Covered Health Care Services

Primary Care Physician

Injections other than allergy injections
Office surgery

Office visit

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Specialist

Injections other than allergy injections
Office surgery

Office visit

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care Center Services
Virtual Care Services

Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider for
24/7 Virtual Visit services only. You can find a 24/7 Virtual Visit
Provider by contacting us at myuhc.com® or the telephone
number on your ID card. Access to 24/7 Virtual Visits and
prescription services may not be available in all states or for all
groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance

Ground Ambulance

Ambulance Services - Non-Emergency Ambulance!
Air Ambulance

Ground Ambulance

Dental Services - Accident Only

Emergency Health Care Services - Outpatient?
Emergency Room

Emergency room physician

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.

What You Pay for Services

DesignatediNetwork

20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
No copay 50%*
20%* 20%*
20%* 20%*
20%* 20%*
20%* 50%*
20%* 20%*
20%* 20%*
20%* 20%*
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What You Pay for Services

Copays ($) and Coinsurance (%) for Netwarlk Network] Out-of-Network]
Covered Health Care Services

Inpatient Care

Habilitative Services - Inpatient? The amount you pay is based on where the covered health care service is provided.

Limited to 60 days per year.

Hospital - Inpatient Stay! 20%* 50%*
Skilled Nursing Facility/Inpatient Rehabilitation Facility 20%* 50%*
Services!

Limited to 60 days per year.

Outpatient Care
Habilitative Services - Outpatient 20%* 50%*

Limited to 20 visits of cognitive rehabilitation therapy per year.
Limited to 20 visits of occupational therapy per year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of speech therapy per year.

Limited to 30 visits of post-cochlear implant aural therapy per
year.

Home Health Care! 20%* 50%*

Limited to 60 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing’ 20%* 50%* 50%*
Limited to 18 Definitive Drug Tests per year.
Limited to 18 Presumptive Drug Tests per year.

For Designated Network Benefits, laboratory services must be
received from a Designated Diagnostic Provider. Network
Benefits include laboratory services received from a Network
provider that is not a Designated Diagnostic Provider.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 20%* 50%*
Diagnostic Testing?

Major Diagnostic and Imaging - Outpatient? 20%* 40%* 50%*

For Designated Network Benefits, radiology services must be
received from a Designated Diagnostic Provider. Network
Benefits include radiology services received from a Network
provider that is not a Designated Diagnostic Provider.

You may have to pay an extra copay, deductible or
coinsurance for physician fees or pharmaceutical products.

Manipulative Treatment Services 20%* 50%*

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.
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What You Pay for Services

Copays ($) and Coinsurance (%) for Netwarlk Network] Out-of-Network]
Covered Health Care Services

Physician Fees for Surgical and Medical Services

Inpatient facility visits 20%* 50%*
Outpatient facility visits 20%* 50%*
Physician house calls primary care physician 20%* 50%*
Physician house calls specialist 20%* 50%*
Rehabilitation Services - Outpatient Therapy 20%* 50%*

Limited to 20 visits of cognitive rehabilitation therapy per year.
Limited to 20 visits of occupational therapy per year.

Limited to 20 visits of physical therapy per year.

Limited to 20 visits of speech therapy per year.

Limited to 30 visits of post-cochlear implant aural therapy per
year.

Limited to 36 visits of cardiac rehabilitation therapy per year.

Limited to 36 visits of pulmonary rehabilitation therapy per
year.

Scopic Procedures - Outpatient Diagnostic and Therapeutic 20%* 50%*

Diagnostic/therapeutic scopic procedures include, but are not
limited to colonoscopy, sigmoidoscopy and endoscopy.

Surgery - Outpatient? 20%* 50%*

Therapeutic Treatments - Outpatient’

All other therapeutic treatments facility 20%* 50%*
All other therapeutic treatments office visit 20%* 50%*
Radiation therapy and intravenous chemotherapy facility 20%* 50%*
Radiation therapy and intravenous chemotherapy office visit 20%* 50%*
Renal dialysis services facility 20%* 50%*
Renal dialysis services office visit 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemaotherapy, intravenous infusion, medical
education services and radiation oncology.

Supplies and Services

Diabetes Selt-Management ltems? The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits
Section.

Diabetes Self-Management and Training/Diabetic Eye The amount you pay is based on where the covered health care service is provided.

Exams/Foot Care!

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Durable Medical Equipment {DME), Orthotics and Supplies!

Enteral Nutrition
Hearing Aids

Limited to a single purchase per hearing impaired ear every 3
years.

Repair and/or replacement of a hearing aid would apply to this
limit in the same manner as a purchase.

Ostomy Supplies
Pharmaceutical Products - Outpatient

This includes medication given at a doctor's office, orin a
covered person's home.

Prosthetic Devices!

Urinary Catheters
Pregnancy

Pregnancy - Maternity Services!

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient?

Outpatient

Partial Hospitalization'
Other Services

Cellular and Gene Therapy!

For Network Benefits, Cellular or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials?

Dental Anesthesia Services For Children

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.

What You Pay for Services

s

20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*
20%* 50%*

The amount you pay is based on where the covered health care service is provided except that
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

20%* 50%*
20%* 20%*
20%* 50%*

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Fertility Preservation for latrogenic Infertility?

Limited to $20,000 per Covered Person per lifetime.

Limited to $5,000 for Prescription Drug Products per Covered
Person.

Limited to 1 cycle of fertility preservation for latrogenic Infertility
per lifetime.

This Benefit limit will be the same as, and combined with,
those stated under Preimplantation Genetic Testing (PGT) and
Related Services.

Gender Dysphoria’

Hospice Care!
Preimplantation Genetic Testing {(PGT) and Related Services!

Benefit limits for related services will be the same as, and
combined with, those stated under Fertility Preservation for
latrogenic Infertility. This limit does not include Preimplantation
Genetic Testing (PGT) for the specific genetic disorder. This
limit includes Benefits for ovarian stimulation medications
provided under the Outpatient Prescription Drug Rider.

Reconstructive Procedures!
Telemedicine Services
Temporomandibular Joint {TMJ) Services?

Transplantation Services

Network Benefits must be received from a Designated
Provider.

Pediatric Services - Dental
All Pediatric Dental - Benefits covered up to age 19

Additional limits may apply. Refer to your plan documents for
more information.

Basic Dental Services
Diagnostic Services

Limited to 1 time every 36 months for Panoramic x-rays.
Limited to 2 evaluations (checkup exams) every 12 months.

Limited to 2 series of films every 12 months of Bitewing x-rays.

Major Restorative Services
Medically Necessary Orthodontics’

All orthodontic treatment must be prior authorized.

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.

What You Pay for Services

s

20%*

The amount you pay is based on where the covered health care service is provided or in the

Prescription Drug Benefits Section.
20%*

20%*

50%*

50%*

50%*

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health
care service is provided.

20%*

No copay™

40%*

40%*

Not covered

20%*

20%*

50%*

50%*
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What You Pay for Services

Copays ($) and Coinsurance (%) for Netwarlk Network] Out-of-Network]
Covered Health Care Services

Preventive Services No copay™ 20%*

Limited to 2 dental prophylaxis cleanings and fluoride
treatments every 12 months.

Pediatric Services - Vision

All Pediatric Vision - Benefits Covered up to age 19

Contact Lenses/Necessary Contact Lenses 20%* 50%*
Limited to 1 fitting and evaluation every 12 months.

Limited to a 12 month supply.

We will pay benefits for only one vision care service. You may
choose either eyeglasses (eyeglass lenses and/or eyeglass
frames) or contact lenses.

Eyeglass Frames

Eyeglass frames with a retail cost below $130 20%* 50%*
Eyeglass frames with a retail cost between $130-$160 20%* 50%*
Eyeglass frames with a retail cost between $160-$200 20%* 50%*
Eyeglass frames with a retail cost between $200-$250 20%* 50%*
Eyeglass frames with a retail cost greater than $250 20%* 50%*

Limited to once every 12 months.

Eyeglass Lenses 20%* 50%*

Limited to once every 12 months.

Lens Extras No copay™ No copay™

Limited to once every 12 months.

Coverage includes polycarbonate lenses and standard
scratch-resistant coating.

Low Vision Testing No copay 25%*

Limited to once every 24 months.

Low Vision Therapy 25% 25%*

Limited to once every 24 months.

Routine Vision Exam No copay 50%*

Limited to once every 12 months.

*After the Annual Medical Deductible has been met.
Por Authorization Required. Refer to COC/SBN.

l{w UnitedHealthcare’ 8



Pharmacy Benefits

Pharmacy Plan Details

Pharmacy Network National
Prescription Drug List Essential w/ SMCS Drugs
In Network
Annual Pharmacy Deductible
Individual See the Annual Medical Deductible section
Family See the Annual Medical Deductible section

Annual Deductible - Network and Out-of-Network

The Pharmacy Deductible is the amount you pay for pharmacy
expenses per year before you begin to receive Pharmacy

Benefits.
Upjtolal90-dayjsupplyi
Retail
Prescription Drug Product Tier Retail and Specialty Non-preferred Out-of-Network Retail In-Network Mail Order
Level Pharmacy Network Specialty Pharmacy Pharmacy* *
Network Pharmacy
10* Not applicable 10* 30"
T|e$r 1 $ $ $
TI%Z $35* Not applicable $35* $105*
T§?$r$3 $130* Not applicable $130* $300*
235;3 $250* Not applicable $250* $750*
Retail
Specialty Prescription Drug In-Network Specialty Non-preferred Out-of-Network Specialty Mail
Product Tier Level Pharmacy Specialty Specialty Pharmacy Order**
Network Pharmacy
T'eé 1 $10* $10* $10* Not applicable
T'e$f$2 $35* $35* $35* Not applicable
T'gég $130* $130* $130* Not applicable
ng& $500* $500* $500* Not applicable

** Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card for more information. You will be charged a
retail Copayment and/or Coinsurance for 31 days or 2 times for 60 days based on the number of days supply dispensed for any Prescription Order or Refills sent to the mail order pharmacy. To maximize your Benefit, ask
your Physician to write your Prescription Order or Refill for a 90-day supply, with refills when appropriate, rather than a 30-day supply with three refills.

For Specialty Drugs from a NonPreferred Pharmacy, you will be required to pay the same Co-payment and/or Co-insurance as the Preferred Specialty Network Pharmacy based on the applicable Tier.

Yaur Copayment and/or Coinsurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Prcduct. All Prescription Drug Products on the
Prescription Drug List are assigned to Tier 1, Tier 2, Tier 3 or Tier 4.

If you are a member, you can find individualized information on your benefit coverage, determine tier status, check the status of claims and search for network pharmacies by logging into your account on myuhc.com® or
caling the Customer Care number on your ID card. If you are nota member, you can view presciption information at welcometouhc.com > Benefits > Pharmacy Benefits.
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Here’s an example of how the plan’s costs come into play.

1 At the start of 2 Onece you reach
your plan year... your deductible. ..
You're responsible for paying 100% of Your health plan starts to share a
your covered health services until you percentage of costs (the allowed
reach your deductible, which is the amounts, excluding copays) for
amount you pay before yvour health coverad health care servicas with
plan pays a portion you=—this is your coinsurance.
YOU PAY 20%*

YOU PAY 100%
YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for coveraed health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you
receive the service.

* Your colrsurmncs may vary by sandce. This examichs is for llustrative purposes onfy.

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
armaunt) at 1005, Your out-of-pocket
limit is the most you'll pay for coverad
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you'll likely pay less for care. To get started:

. Go to welcometouhc.com > Benefits > Find a Doctor or Facility.
« Choose Search for a health plan.

« Choose Heritage Plus to view providers in the health plan’s network.

- Manage your meds.
Look up your prescriptions using the Prescription Drug List (PDL).

It places medications in tiers that represent what you'll pay, which
may make it easier for you and your doctor to find options to help

you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

. Select Essential to view the medications that are

covered under your plan.

Access your plan online.
With myuhe.com®, you've got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

ﬂj UnitedHealthcare’
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Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your COC, Amendments and Riders for an exact description of
the services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

e Acupuncture

* Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult)

* Infertility Treatment

¢ Long-Term Care

* Private-Duty Nursing

* Routine Eye Care (Adult)
¢ Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at an In-Network Retail Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The In- Network Retail Pharmacy Usual and Customary Charge for the Prescription Drug Product;
and 3) The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from an In-Network Mail Order Pharmacy,
you are responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge
for that Prescription Drug Product. For an out-of-Network Retail Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement
Rate, and you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and
Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred
Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, you will be subject to the Qut-of-Network Benefit for that Prescription Drug Product.

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your 1D card.

Benefits are provided for certain Prescription Drug Products dispensed by an In-Network Mail Order Pharmacy or Preferred 90 Day Retail Network
Pharmacy. The Outpatient Prescription Drug Schedule of Benefits will tell you how In-Network Mail Order Pharmacy and Preferred 90 Day Retail
Network Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product through an In-Network Mail Order
Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Other important information about your benefits.
Pharmacy Exclusions
The following exclusions apply. In addition see your Pharmacy Rider and SBN for additional exclusions and limitations that may apply.

* A Pharmaceutical Product for which Benefits are provided in your Certificate.

* A Prescription Drug Product with either: an approved biosimilar, a biosimilar and Therapeutically Equivalent to another covered Prescription Drug
Product.

¢ Any Prescription Drug Product to the extent payment or benefits are provided or available from the local, state or federal government (for
example, Medicare).

* Any product dispensed for the purpose of appetite suppression or weight loss.

* Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription
medical food products even when used for the treatment of Sickness or Injury, except as required under Enteral Nutrition in Section 1 of the
Certificate.

» Certain New Prescription Drug Products and/or new dosage forms until the date they are reviewed and placed on a tier by our PDL Management
Committee.

» Certain Prescription Drug Products for tobacco cessation.

« Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available.

» Certain Prescription Drug Products that are FDA approved as a package with a device or application, including smart package sensors and/or
embedded drug sensors.

¢ Certain compounded drugs.

» Diagnostic kits and products, including associated services.

* Drugs available overthe-counter.

« Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

* Durable Medical Equipment, including certain insulin pumps and related supplies for the management and treatment of diabetes, for which
Benefits are provided in your Certificate. Prescribed and non-prescribed outpatient supplies. This does not apply to diabetic supplies and inhaler
spacers specifically stated as covered.

¢ Experimental or Investigational or Unproven Services and medications. No prescribed drug will be excluded on the basis that the drug has not
been approved by the United States Food and Drug Administration (FDA) for the indication for which the drug has been prescribed, if such drug is
recognized in one of the standard reference compendia or in medical literature.

¢ General vitamins, except Prenatal vitamins, vitamins with fluoride, and single entity vitamins when accompanied by a Prescription Order or Refill.

¢ Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed medical condition).

* Medications used for cosmetic or convenience purposes.

* Prescription Drug Products dispensed cutside the United States, except as required for Emergency treatment.

* Prescription Drug Products when prescribed to treat infertility. This exclusion does not apply to Prescription Drug Products prescribed to treat
latrogenic Infertility and Preimplantation Genetic Testing (PGT) as described in the Certificate.

* Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the definition of a
Covered Health Care Service.

» Publicly available software applications and/or monitors that may be available with or without a Prescription Order or Refill.

' UnitedHealthcare 12



UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren’t treated fairly because of your sex, age, race,
color, disability or national origin, you can send a complaint to the Civil
Rights Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out
about it. A decision will be sent to you within 30 days. If you disagree
with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

We provide free services to help you communicate with us such as
letters in others languages or large print. You can also ask for an
interpreter. To ask for help, please call the toll-free member phone
number listed on your health plan ID card.

ATTENTION: If you speak English, language assistance services, free
of charge, are available to you. Please call the toll-free phone number
listed on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de
teléfono gratuito que aparece en su tarjeta de identificacion.

FEEE R (Chinese) » HMIGREBEIRHEES R
R - BEIE E-EF)TEUE’J%{TESEEEHE&FE%

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi s& dugc
cung cép dich vy trg gilip vé ngdn ngit mién phi. Vui long ggi s6 dién
thoai mién phi & mat sau thé hdi vién clia quy vj.

L2 Bt 0{(Korean)& AFESHAl= 8% A A& MHIAE
FEE 0| Zstd o UGFLICH Fote NES FE J|xH =
22 5% MEHER 2O5HAAI2.

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may
makukuha kang mga libreng serbisyo ng tulong sa wika.
Pakitawagan ang toll-free na numero ng telepono na nasa iyong
identification card.

BHUMAHUWE: GecruarHble yCIyTH IIEPEBOJIA IOCTYIHBI YIS
TOZIEN, velt pojiHOI sI3bIK sIBIsieTcs pycckuii (Russian). [lozBoHuTe
110 GecIUIaTHOMY HOMepy TenedoHa, yKa3aHHOMY Ha Balllel
UIeHTUOUKAITHOHHOH KapTe.

S N S oy Ug g8 (Arabic)e el Faahn Ueu*"ti UJg s6h
Ur‘CbSSf’ r:kLi\cE dé‘ éi}cd |d|&ua|d k._uér: |db|&q Ur‘C‘%S |dr=J‘)c &JLQ
idal 88 Uag B |dt|ua'& iy

Administrative services provided by United HealthCare Services, Inc. and their affiliates

H Facebook.com/UnitedHealthcare u Twitter.com/UHC Instagram.com/UnitedHealthcare E YouTube.com/UnitedHealthcare

B2C 91835170 11/19 ©2020 United HealthCare Services, Inc. DBID :  19-12550

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele
nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez francgais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mdwisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjnej.

ATENCAQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o
numero encontrado no seu cartdo de identificagao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian),
sono disponibili servizi di assistenza linguistica gratuiti. Per favore
chiamate il numero di telefono verde indicato sulla vostra tessera
identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verflgung. Bitte
rufen Sie die gebUhrenfreie Rufnummer auf der Rickseite lhres
Mitgliedsausweises an.

R ¢ HAGE (Japanese) &5k S W A5G - RO S REE
P—EAe CHHWLTET - @%ﬁ"ﬁﬁnﬁ lEmEEhTn5
TV =AY BEES 2 &0 -
st 5 B sh s S slasd ek ol (Farsi) o J8 Lo (b5 81 ias s
Ol 008 28 Ladh i 1 JS (5548 (B (o Jlasd L el 0l e Laki
-:é‘}:g‘:'

WW'@% (Hindi) aﬁa;;% 3R TS TETIT
Qaru Toleh 3Ucigel | Hudr gl IR N gelagy
mwmmw%w

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab
txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb
uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av puAdrte EAAnvika (Greek), undpyxel Swpedv Bonbeta
oTh YAwooa oac. Napakaheiots va KAAECETE To Swpedv apLBO ou
Ba Bpelte oTNV KAPTA TAUTOTATAC HEAOUC.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

Dif BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanilti’go, saad
bee dka’anida’awo’igii, t"a4 jiik’eh, bee nd’ahoot’1’. T°44 shoodi
ninaaltsoos nit!’izi bee nééhozinigii bine’dé¢’ t°aa jitk ehgo béésh bee
hane’i bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

opexRdl (Guiarati): t12i1- AUl A iR oLl ettt & ol AU
IuLSTA HEERU el clell Yt YRIU 8. L 831 dHIRL
A Sl slss-l AR AU AU HISHL 2ld-§3] HoR GUR slet
5.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 12/01/24 - 11/30/25
I UnitedHealthcar€ Horitage Plus DIPY / 433S Coverage for: Employee/Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
44 share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.whyuhc.com or by
calling 1-800-782-3740. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-866-487-2365 to request a copy.

Important Questions

Why This Matters:

Network: $4,500 Individual / $9,000 Famila/ . |Generally, you must pay all of the costs from providers up to the deductible
What is the overall Bu’fr-of-N%\A%rk $r10’000 Individual / $20,000 Family - lamount before this plan begins to pay. If you have other family members on the
deductible? er calendar year. plan, each family member must meet their own individual deductible until the total
R amount of deductible expenses paid by all family members meets the overall
family deductible.
Yes. Preventive care is covered before you meet your | This plan covers some items and services even if you haven't yet met the
Are there services deductible. deductible amount. But a copayment or _coinsurance may apply. For example, this
covered before you meet plan covers certain preventive services without cost-sharing and before you meet
your deductible? your deductible. See a list of covered preventive services at www.healthcare.gov/
coverage/preventive-care-benefits/.
Are there other No. You don't have to meet deductibles for specific services.
deductibles for specific
services?

' Network: $6,500 Individual / $13,000 Famil . |The out-of-pocket limit is the most you could pay in a year for covered services.
m;tfgtt'ﬁ?s%m out-of-Network: $15,000 Individual / $30,080 Family If you have other family members in this plan, they have to meet their own out-of-
T plan: pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced |Even though you pay these expenses, they don't count toward the out-of-pocket
What is not included in |billing is prohibited), health care this plan doesn't coverlimit.
the out-of-pocket limit? |and penalties for failure to obtain preauthorization for

Services.

Yes. See www.whyuhc.com or call 1-800-782-3740 for|This plan uses a provider Network. You will pay less if you use a provider in the

a list of Network providers. plan's Network. You will pay the most if you use an out-of-Network provider, and
Will you pay less if you you might receive a bill from a provider for the difference between the provider's
use a network provider? charge and what your plan pays (balance billing). Be aware, your Network

provider might use an out-of- Network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to |No. You can see the specialist you choose without a referral.

see a specialist?

#4 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

DIPY



Common

Medical Event

If you visit a health care
|provider's office or
clinic

Services You May Need

injury or iliness

Primary care visit to treat an

What You Will Pay

| Network Provider (You
will pay the least)

20% coinsurance

Out-of-Network
Provider (You
will pay the most)

50% coinsurance

Limitations, Exceptions, &
Other Important Information

Virtual visits (Telehealth) - No Charge by a
Designated Virtual Network Provider.

Specialist visit

20% coinsurance

50% coinsurance

None

Preventive care/screening/

immunization

No Charge

50% coinsurance

Includes preventive health services specified in the
health care reform law. You may have to pay for
services that aren't preventive. Ask your provider

if the services needed are preventive. Then check
what your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood
work)

Designated Lab: 20%
coinsurance

Lab: 50% coinsurance
X-ray: 20% coinsurance

Lab: 50% coinsurance

Preauthorization required for out-of-Network for

X-ray: 50% coinsurance

certain services or benefit to the lesser of 50% or
$2,500.

For Designated Network Benefits, lab services
must be received by a Designated Diagnostic
Provider. Network Benefits are lab services received
from a Network provider that is not a Designated
Diagnostic Provider.

Imaging (CT/PET scans, MRIs)

Designated:

20% coinsurance
Network:

40% coinsurance

50% coinsurance

Preauthorization required for out-of-Network or

benefit reduces to the lesser of 50% or $2,500.

For Designated Network Benefits, radiology
services must be received from a Designated

Diagnostic Provider.

Page 2 of 10




What You Will Pay

Network Provider (You Out-of-Network
will pay the least) Provider (You
will pay the most)

Retail: $10 copay Mail- |Retail: $10 copay

Common

Limitations, Exceptions, &

AL L Other Important Information

Medical Event

Provider means pharmacy for purposes of this
Order: $30 copay Specialty Drugs: $10 section. Retail: Up to a 31-day supply Mail-Order:
Specialty Drugs**: $10  |copay Up to a 90 day supply or Preferred 90 Day Retail
copay Network pharmacy. If you use an out-of-Network
Retail: $35 copay Mail- |Retail: $35 copay pharmacy (including a mail order pharmacy), you
Order: $105 copay Specialty Drugs: $35 may be responsible for any amount over the allowed

Tier 1 - Your Lowest-Cost Option

Tier 2 - Your Midrange-Cost

Option Specialty Drugs**: $35  |copay amount.
copay **Your cost shown is for a Preferred Specialty

Network Pharmacy and Non-Preferred Specialty
Network Pharmacy.

Copay is per prescription order up to the day supply

Retail: $130 copay Mail- [Retail: $130 copay
Order: $390 copay Specialty Drugs: $130
Specialty Drugs**: $130 |copay

Tier 3 - Your Midrange-Cost
If you need drugs to  |Option

treat your illness or copay P . !
condition Retail: $250 copay Mail- Retail: $250 copa limit listed above. You may need to obtain certain

drugs, including certain specialty drugs, from a
pharmacy designated by us. Certain drugs may
have a preauthorization requirement or may result

Order: $750 copay Specialty Drugs: $500

More information about
! I . Specialty Drugs**: $500 copay

prescription drug

coverage is available at Lol in a higher cost. You may be required to use a
www.whyuhc.com lower-cost drug(s) prior to benefits under your

policy being available for certain prescribed drugs.
See the website listed for information on drugs
covered by your plan. Not all drugs are covered.
Prescription Drug List (PDL): Essential w/ SMCS
Drugs. Network: National. If a dispensed drug has
a chemically equivalent drug, the cost difference
between drugs in addition to any applicable copay
and/or coinsurance may be applied. Certain
preventive medications and Tier 1 contraceptives
are covered at No Charge.

Tier 4 - Additional High-Cost
Options

If you have outpatient

surgery

If you need immediate

medical attention

If you have a hospital

stay

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees
Emergency room care
Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

20% coinsurance

20% coinsurance
20% coinsurance
20% coinsurance

20% coinsurance
20% coinsurance

20% coinsurance

50% coinsurance

50% coinsurance
20% coinsurance
20% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

Preauthorization required for certain services for
out-of-Network or benefit reduces to the lesser of
50% or $2,500.

None

None

None

None

Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.
None




What You Will Pay

Network Provider (You Out-of-Network
will pay the least) Provider (You
will pay the most)

20% coinsurance

Common

Limitations, Exceptions, &

AL L Other Important Information

Medical Event

20% coinsurance Network partial hospitalization/intensive outpatient

treatment: 20% coinsurance

Preauthorization required for certain services for
out-of-Network or benefit reduces to the lesser of

If you need mental
health, behavioral
health, or substance

Outpatient services

abuse services

If you are pregnant

If you need help

recovering or have
other special health

needs

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

20% coinsurance

No Charge

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% or $2,500.

Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.
Cost sharing does not apply for preventive services.
Depending on the type of services, a copayment,
deductibles, or coinsurance may apply.

Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound.)
Inpatient preauthorization apply for out-of-Network
if stay exceeds 48 hours (C-Section: 96 hours) or
benefit reduces to the lesser of 50% or $2,500.
Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.

Limited to 60 visits per calendar year.

Limits per calendar year: Physical, Speech,
Occupational: 20 visits each; Pulmonary and
Cardiac: 36 visits each.

Limits per calendar year: Physical, Speech,
Occupational: 20 visits each.

Preauthorization required for out-of-Network
inpatient services or benefit reduces to the lesser of
50% or $2,500.

Cost share applies for outpatient services only.
Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.

Skilled Nursing Facility is limited to 60 days
per calendar year (combined with Inpatient
Rehabilitation).

Preauthorization required for out-of-Network
Durable medical equipment over $1,000 or no

coverage.



What You Will Pay

Services You May Need | Network Provider (You |  Out-of-Network Limitations, Exceptions, &

Common
Medical Event will pay the least) Provider (You Other Important Information
will pay the most)

20% coinsurance 50% coinsurance Preauthorization required for out-of-Network before
Hospice services admission for an Inpatient Stay in a hospice facility
or benefit reduces to the lesser of 50% or $2,500.
Children's eye exam No Charge 50% coinsurance One exam every 12 months.
If your child needs Children's glasses 20% coinsurance 50% coinsurance One pair every 12 months.

dental or eye care 0% coinsurance 20% coinsurance Cleanings covered 2 times per 12 months.

Children’s dental check-up Additional limitations may apply.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

. Acupuncture . Bariatric surgery . Cosmetic surgery

. Dental care (Adult) . Infertility treatment . Long-term care
Non-emergency care when traveling outside the Private-duty nursing . Routine eye care (Adult)
U.S.
Routine foot care . Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
. Chiropractic care . Hearing aids

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration, you may also
contact us at 1-800-782-3740 . Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice,

or assistance, contact: 1-800-782-3740 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or the
Tennessee Department of Commerce & Insurance at 1-800-342-4029 or www.tn.gov/commerce..

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services:




Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-782-3740 .

Tagalog agalo? I&un kal]an nmﬂvo ang tulong sa Tagalog tumawag sa 1-800-782-3740.
Chinese ("F30): 40k %ﬁﬂﬂ%a 1-800-782-3740.
Navajo (Dine): Dmek ehgo shlka at ohwol ninisingo, kwiijigo holne' 1-800-782-3740.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.



About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

£

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-
natal care and a hospital delivery)

m The plan's overall deductible $4,500
m Specialist coinsurance 20%
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $4,500
Copayments $10
Coinsurance $1,300
What isn't covered
Limits or exclusions $60
The total Peg would pay is $5,870

Managing Joe's Type 2 Diabetes

(a year of routine in-network care
of a well-controlled condition)

m The plan's overall deductible $4,500
m Specialist coinsurance 20%
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:

Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $0

What isn't covered

Limits or exclusions $0
The total Joe would pay is $1,700

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

Mia's Simple Fracture

(in-network emergency
room visit and follow up care)

m The plan's overall deductible $4,500
m Specialist coinsurance 20%
m Hospital (facility) coinsurance 20%
m Other coinsurance 20%

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:

Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0

What isn't covered

Limits or exclusions $0
The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services



Notice of Non-Discrimination
We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights Coordinator :
Online: UHC_Civil_Rights@uhc.com
Mail:Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the decision, you have
15 days to ask us to look at it again. If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC),
TTY711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human services.

Online: http://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,you can ask for an interpreter. To ask for help, please
call the number contained within this Summary of Benefits and Coverage (SBC), TTY711, Monday through Friday, 8 a.m. to 8 p.m.



ATENCION: 8i habla espaiiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicién. Llame al nimero gratuito que aparece en este Resumen de Beneficios y Cobertura
(Summary of Benefits and Coverage, SBC).

XS MBEARPY (Chinese) , RMVGEBABRMEES GRS, FETFENNAREE
(Summary of Benefits and Coverage, SBC) RIFF %I {1 %43 & EFEHE .

XIN LUU Y: Néu quy vi néi tleng Viét (Vietnamese), quy vi s&€ dugc cung cip dich vy tro gll.'lp vé
ngbn naft mi&n phi. Vui 1dng goi s6 dién thoai mi&n phi ghi trong ban Tém lhrge vé& quyén loi va dai tho
bao hiém (Summary of Benefits and Coverage, SBC) ny.

U #=0lKorean)B AFSSHALE 2% 0lo] X1 MHIAE RER 0l2 5+ 4 YaLich, &
#e 2 BA 2 oFAl(Summary of Benefits and Coverage, SBC)0ll 7| RiEl RRFSIHS
XMElalAlAl©

HU

PAUNAWA.: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numerong nakalista sa Buod na ito ng Mga Benepisyo at
Saklaw (Summary of Benefits and Coverage o SBC).

BHUMAHMUE: GecrimaTHbie yCHyrH Nepesoja NOCTYIHEL ANl HEoAel, YeH ponHoii A3BIK ABAAETC
pyccxom (Russian). [TossoHuTe mo GecrnarHoMy HOMepY TeNedoHa, yKasaHHOMY B JanHoM «O630pe
nerot  moxpkiksy (Surnmary of Benefits and Coverage, SBC).

z ol ol Gl a8 g JLeai¥t oa b el Aali Aaladll By il saeLiudl cilass o4 o(Arabic) el a5 08 13 i
J3 (Summary of Benefits and Coverage« SBC) Aukaxill 5 Li jalt (yalie Jiby

ATANSYON: Si w pale Kreydl ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w
nan lang pa w. Tanpri rele nimewo gratis ki nan Rezime avantaj ak pwoteksyon sa a (Summary of
Benefits and Coverage, SBC).

ATTENTION : Si vous parlez francais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler e numéro sans frais figurant dans ce Sommaire des prestations et de la
couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe uslugi thumacza. Prosimy
zadzwonié pod bezptatny numer podany w ninigjszym Zestawieniu swiadczen i refundacji (Summary of
Benefits and Coverage, SBC).



ATENCAO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia de idiomas gratuito.
Ligue para o ndmero gratuito listado neste Resumo de Beneficios ¢ Cobertura (Summary of Benefits and

Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia I’italiano (Ifalian), sono disponibili servizi di assistenza
linguistica gratuiti. Chiamate il numero verde indicato afl'interno di questo Sommario dei Benefit ¢ della
Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Siec Deutsch (German) sprechen, stelien Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die in dieser Zusammenfassung der Leistungen und
Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie Rufhummer an.

AFBEE . BRI (Japanese) XN B A, EEOEESE Y — R & ZFAWERETET,
A TREES KUY OBEEE ] (Summary of Benefits and Coverage, SBC) iR EhTnad 7 U —
HA XV TREFLIES 0,

O ol o Jlati ekl sty e Lad ST 53 08 osb 4y () dlaal cilend eud (Farsi) gpad e Gl S s
A1 580 el (Summary of Benefits and Coveraget SBC) ifis U jo i cpl 202l 55

e & IR 3T R (Hindi) SO §, SO AT TR YaTC, e Iuerstr §1 o
3T FILS (Summary of Benefits and Coverage, SBC) & 37 FY & #Hiax Teieg arel T Fay
R Hi H

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau tus Xov tooj hu dawb teev muaj nyob ntawm Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab

Kev Kam Them Nai (Summary of Benefits and Coverage, SBC) no.

gomurnigni: Widsyasunwesnanizs (Khmer) wndgumanisnwsedinlg SensSaOnUgsT
wogrinishuersicrly Bumessigiat woeSuguHasuunss Soruhuin (Summary of

PAKDAAR: Nu saritaem ti Hlocano (Elocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan ti awan bayad na nu tawagan nga numero
nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits
and Coverage, SBC).

Dif BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee dka'anida'awo'igii, t'44 jiik'eh,
bee nd'ah66t. T'é4 shoqdi Naaltsoos Bee 'Aa'ahaydn{ d66 Bee 'Ak'¢'asti’ Bee Baa Hane'f (Summary of
Benefits and Coverage, SBC) biyi' 44 jiik'ehgo béésh bee hane'i bik4'igif bee hodiilnih,

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee ku yaalla Soo-koobitaanka Dheefaha iyo
Caymiska (Summary of Benefits and Coverage, SBC).



HealthlnsuranceMarketplace Coverage Form Approved
OMB No. 1210-0149

Options and Your HealthCoverage (expires 12-31-2026)

PART A: General Information

Evenifyouare offeredhealthcoveragethroughyouremployment, youmay haveothercoverageoptionsthroughthe
HealthInsuranceMarketplace(*Marketplace”).To assistyouasyou evaluateoptionsforyouandyourfamily, thisnotice
providessome basicinformationabout the HealthinsuranceMarketplaceand healthcoverageofferedthroughyour
employment.

What is the Health Insurance Marketplace?

The Marketplaceis designedto helpyoufind healthinsurancethatmeetsyourneedsandfitsyourbudget.The Marketplace
offers"one-stopshopping"to findand compare privatehealthinsuranceoptionsin yourgeographicarea.

Can | Save Money on my Health Insurance Premiums in the
Marketplace?

Youmay qualifyto savemoneyandloweryourmonthlypremium and otherout-of-pocketcosts,but onlyif youremployer
doesnotoffercoverage,orofferscoveragethatisnotconsideredaffordableforyouand doesn’tmeetcertainminimum
valuestandards(discussedbelow). The savingsthat you're eligible fordependson yourhouseholdincome. Youmay also
be eligible fora taxcreditthatlowersyourcosts.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes.If you havean offerof healthcoveragefrom youremployerthatis consideredaffordableforyouand meetscertain
minimum valuestandards,you willnot be eligiblefora taxcredit,oradvancepaymentofthetaxcredit,foryour
Marketplacecoverageand may wishto enrollin youremployment-based healthplan.However,you may be eligiblefora
taxcredit,andadvancepaymentsofthe creditthatlowersyourmonthlypremium, ora reductionin certaincostsharing,if
youremployerdoesnotoffercoveragetoyouatallordoesnotoffercoveragethatisconsideredaffordableforyouor meet
minimum valuestandards.If yourshareof the premium cost of all plans offeredto youthroughyouremploymentis more
thang.12%* of yourannualhouseholdincome, orifthe coveragethrough youremploymentdoesnotmeetthe "minimum
value"standardset by the AffordableCare Act, you may be eligiblefora taxcredit,and advancepayment of the credit, if
youdo notenrollintheemployment-based healthcoverage.Forfamily membersof theemployee,coverageisconsidered
affordableif the employee’scost of premiums forthe lowestcostplanthatwould coverall family membersdoesnot
exceedg.12% of theemployee’shouseholdincome.2

Note: If you purchasea healthplanthroughthe Marketplaceinsteadofacceptinghealthcoverageofferedthroughyour
employment, thenyoumay loseaccessto whateverthe employercontributes tothe employment-basedcoverage.Also,
thisemployercontribution-as wellas youremployeecontributionto employment-based coverage is generallyexcluded
fromincome forfederaland state income tax purposes.Yourpaymentsforcoveragethroughthe Marketplaceare madeon
an after-tax basis.In addition,notethatif the healthcoverageofferedthrough youremploymentdoesnotmeetthe
affordabilityor minimum valuestandards,but youacceptthatcoverageanyway,youwillnotbe eligiblefora taxcredit.You
shouldconsiderall of thesefactorsin determiningwhetherto purchasea healthplanthrough the Marketplace.

*Indexedannuallyseehttps://ww.irs.gov/pub/idrop/rp22-34.pdffor2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
planis no less than 60 percent of such costs. Forpurpose®ofeligibilitforthepremiuntaxcredittomeetthe*minimunvaluestandard,thehealthplanmust
alsoprovideubstantiadoveragefbothinpatienhospitakervicesndphysiciaservices.



When Can | Enroll in Health Insurance Coverage through the
Marketplace?

Youcanenrollina Marketplacehealthinsuranceplanduringthe annualMarketplaceOpenEnrollment Period.Open
Enrollmentvariesby statebut generallystartsNovember1 and continuesthroughatleast December1s.

OutsidetheannualOpenEnrollmentPeriod,you cansignup for healthinsuranceif you qualifyfora SpecialEnrollment
Period.In general,you qualifyfora SpecialEnrollment Periodif you've had certainqualifyinglife events,suchas getting
married,havinga baby,adoptinga child, or losingeligibilityforotherhealthcoverage.Dependingon yourSpecial
Enrollment Periodtype,youmay have6o daysbeforeor 6o daysfollowingthequalifyinglifeeventto enrollina
Marketplaceplan.

Thereis alsoa MarketplaceSpecialEnrollment Periodforindividualsand theirfamilieswho loseeligibilityfor Medicaidor
Children’sHealthInsuranceProgram (CHIP)coverageon or afterMarch 31, 2023, throughlJuly 31, 2024.Sincethe onsetof
thenationwideCOVID-19 publichealthemergency,state Medicaidand CHIP agenciesgenerallyhavenotterminatedthe
enrollment of any Medicaidor CHIP beneficiarywho was enrolledon or afterMarch 18, 2020, throughMarch 31, 2023. As
stateMedicaidand CHIP agenciesresume regulareligibilityand enrollment practices,many individualsmay nolongerbe
eligiblefor Medicaidor CHIP coveragestartingas earlyas March31,2023. The U.S. Department of Healthand Human
Servicesis offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in
Marketplace coverage.

Marketplaceeligibleindividualswho livein statesservedby HealthCare.govand either submita new applicationorupdate
an existingapplicationon HealthCare.gowetweenMarch31, 2023andJuly 31, 2024, and attestto aterminationdate of
Medicaidor CHIP coveragewithinthe same time period, are eligiblefora 6o-day SpecialEnrollment Period.That means
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in
Marketplace coverage within 6o days of when you lost Medicaid or CHIP coverage. Inaddition,if youoryourfamily
membersare enrolledin Medicaidor CHIP coverage,itisimportantto make surethatyourcontactinformationisupto date
tomakesureyougetanyinformationaboutchangesto youreligibility.Tolearnmore, visitHealthCare.govor callthe
MarketplaceCall Centerat1-800-318-2596.TTY userscancall 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If youoryourfamily areeligibleforcoverageinanemployment-basedhealthplan(suchasanemployersponsoredhealth
plan), you oryourfamily may also be eligiblefora SpecialEnrollment Periodto enrollin thathealthplanin certain
circumstances,includingif you oryourdependentswereenrolledin Medicaidor CHIP coverageand lost thatcoverage.
Generally,you have 60 daysafterthe lossof Medicaidor CHIP coverageto enrollinan employment-basedhealthplan, but
if youandyourfamily losteligibilityfor Medicaidor CHIP coveragebetweenMarch 31, 2023and July1o, 2023,youcan
requestthis specialenrollmentintheemployment-based healthplanthroughSeptember8, 2023. Confirmthe deadline
withyouremployeroryouremployment-based healthplan.

Alternatively,you canenrollin Medicaidor CHIP coverageatanytime by fillingoutan applicationthrough the Marketplace

orapplyingdirectlythrough yourstate Medicaidagency.Visit https://www.healthcare.gov/nedicaidchip/getting
medicaid-chip/for more details.

How Can | Get More Information?

Formoreinformationaboutyourcoverageofferedthroughyouremployment, please checkyourhealthplan’ssummary
plandescriptionor contact

The Marketplacecan helpyouevaluateyourcoverageoptions,includingyoureligibilityfor coveragethroughthe
Marketplaceandits cost.PleasevisitHealthCare.gov for moreinformation,includingan onlineapplicationfor health
insurancecoverageand contactinformationfora HealthIlnsuranceMarketplaceinyourarea.



PART B: Information About Health Coverage Offered by Your
Employer

Thissectioncontainsinformationaboutany healthcoverageofferedby youremployer.If youdecideto completean
applicationfor coverageinthe Marketplace,you will be askedto providethisinformation.Thisinformationis numberedto

correspondto the Marketplaceapplication.

Hereis some basicinformationabouthealthcoverageofferedbythisemployer:
e Asyouremployer,we offera healthplanto:
Allemployees. Eligibleemployeesare:

]

Some employees.Eligibleemployeesare:

Full-time employees who have worked at least 30 days.

Employees are considered full-time if they work at least 30 hours per week for at least 121 days per year.

e Withrespecttodependents:
We do offercoverage.Eligibledependentsare:

- Spouse of covered employee, and dependent children of employee as follows: Tennessee Code Ann. § 56-7-2302
dependent child up to age 24 provided the child is unm arried and financially dependent on the parents; S.C. Code
Ann. § 38-71-1330 unm arried, dependen t child who is a full-tim e studen t up to age 22 if parentis covered by small
group policy ; S.C. Code Ann. § 38-71-350 a dep endent child incapable of self-sustain ing em ploym ent without
regard to age; Florida 627.6562 dependent child up to age 25 who lives with parent or are a student, and up to age
30 if unm arried and have no dependent child of their own.

] _
x] If checked,thiscoveragemeetsthe minimum valuestandard,andthe costof thiscoveragetoyouisintendedto be
affordable,basedon employeewages.

** Evenifyouremployerintendsyourcoverageto be affordable,you may stillbe eligiblefora premium discount
through the Marketplace.The Marketplacewilluse yourhouseholdincome, alongwith otherfactors,to
determine whetheryoumay be eligiblefora premium discount.If, forexample, yourwagesvaryfrom weekto
week (perhapsyouarean hourlyemployeeoryouworkona commissionbasis),ifyouarenewlyemployedmid-
year,orif youhaveotherincome losses,youmay stillqualify fora premium discount.

If youdecideto shopforcoverageinthe Marketplace,HealthCare.gov willguideyou through the process.Here'sthe
employerinformationyou'llenterwhenyouvisitHealthCare.gov to find outif youcangeta taxcredittoloweryourmonthly

premiums.



Theinformationbelowcorrespondsto the MarketplaceEmployerCoverageTool. Completingthissectionis optionalfor

employers,but willhelpensureemployeesunderstandtheircoveragechoices

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?
[] Yes (Continue)
13a.If the employeeis noteligibletoday, includinas a resultof a waitingor probationaryeriod,whenis the

employeeeligibleforcoverag? (mm/dd/yyyy)YContinue)
[] No (ST andreturnthisformto employee)

Ifthe planyearwillend soonandyou knowthatthe healthplansofferedwillchange,goto questioni6.Ifyoudon'tknow,

STOP andreturnformtoemployee.

16.What change will the employermakeforthe new planyear? N/A

[1 Employerwon'tofferhealthcoverag
[ ] Employerwill startofferincghealthcoverag to employeesor change the premiumforthe lowestcostplan

availablenlyto the employeethat meetsthe minimum valuestandird.*(Prenmium shouldreflectthe
discounforwellnessprograns. See questionl5.)

a. Howmuchwouldthe employeehaveto payin premiums forthisplan? $
b. Howoften?[ ] weekly [rEveryZ weeks [JTwicea month [IMonthly []Quarterly []Yearly

* Anemployesponsorediealthplanmeetsthe"minimunvaluestandardiftheplan'sshareofthetotalallowedbenefitostscoveredytheplanisnolessthan

6opercenbfsuchcosts(Sectiorg6B(c)(2)(C)(idf thelnternaRevenud&odeof1986)



General Notice Of COBRA Continuation Coverage Rights

** Continuation Coverage Rights Under COBRA**

I ntroduction

You’re getting this notice because you recently gained coverage under a group health, dental and/or vision plan (the
Plan) or because you have recently had a qualifying event. This notice has important information about your right
to COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may become available to you and your dependents, and
what you need to do to protect your right to get it. When you become eligible for COBRA, you may also
become dligible for other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other
members of your family when group health, denta or vision coverage would otherwise end. For more information
about your rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan
Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example, you may be
eligible to buy an individua plan through the Health Insurance Marketplace. By enrolling in coverage through the
Marketplace, you may qualify for lower costs on your monthly premiums and |ower out-of-pocket costs.
Additionally, you may quaify for a 30-day special enrollment period for another group health plan for which you
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation cover age?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life
event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a
gualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is
lost because of the qualifying event. Under the Plan, qudified beneficiaries who elect COBRA continuation
coverage are required to pay the full premium for COBRA continuation coverage plus a 2% administration fee.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of
the following qualifying events:

e Your hours of employment are reduced, or
e Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan
because of the following qualifying events:

Y our spouse dies;

Your spouse’s hours of employment are reduced,;

Your spouse’s employment ends for any reason other than his or her gross misconduct;
Y our spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
Y ou become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the
following qualifying events:
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The parent-employee dies;

The parent-employee’s hours of employment are reduced,

The parent-employee’s employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

The parents become divorced or legally separated; or

The child stops being eligible for coverage under the Plan as a “dependent child.”

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a
qualifying event. If a proceeding in bankruptcy is filed with respect to Etsdll, Inc., and that
bankruptcy results in the loss of coverage of any retired employee covered under the Plan, the retired
employee will become a qualified beneficiary. The retired employee’s spouse, surviving spouse, and
dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their
coverage under the Plan.

When is COBRA continuation cover age available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has
been notified that a quaifying event has occurred. The employer must notify the Plan Administrator of the
following qualifying events:

e Theend of employment or reduction of hours of employment;

e Death of the employese;

e Commencement of a proceeding in bankruptcy with respect to the employer; or

e The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s
losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days
after the qualifying event occurs. You must provide this notice to the Employer Contact listed below and
include pertinent court order or similar document.

How is COBRA continuation cover age provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qudified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generadly lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an
additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability would have
to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the
end of the 18-month period of COBRA continuation coverage. Please notify the Employer Contact and provide a
copy of the Social Security disability determination |etter.
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Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event. This
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if the
employee or former employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both); gets
divorced or legaly separated; or if the dependent child stops being eligible under the Plan as a dependent child.
This extension is only available if the second quaifying event would have caused the spouse or dependent child to
lose coverage under the Plan had the first qualifying event not occurred.

Arethere other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your
family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a
spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than
COBRA continuation coverage. Y ou can learn more about many of these options at www.healthcare.gov.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or
contacts identified below. For more information about your rights under the Employee Retirement Income Security
Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group
health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits
Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers of
Regional and District EBSA Offices are available through EBSA’s website.) For more information about the
Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family
members. Y ou should aso keep acopy, for your records, of any notices you send to the Plan Administrator.

Plan contact information
Plan coverage by: United Healthcare Group # 1414530 and Delta Dental Client # 8641-0001

Employer Contact / Plan Administrator: Tracy Henderlight
c/o Etsdl, Inc.
139 Fox Rd Ste 105
Knoxville, TN 37922
Phone: 865-588-9698
Fax:  865-584-8370
Email: tsherrill @shrineservices.com

Revised 11/14/2023
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